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Credit Card Authorization

I authorize Cheri Adrian, Ph.D. to keep my signature and credit card information on file and to 
charge therapy session or evaluation fees to this card for services provided to:
_______________________________________________ 

I authorize Dr. Adrian to charge the card at the end of each therapy or evaluation session for the 
amount specified in the Information and Consent Agreement I have signed.  I also authorize her 
to charge for sessions conducted by telephone.  

I also authorize Dr. Adrian to charge this card for any session not cancelled within 48 hours up to 
the full amount due for that session.  If a makeup session can be scheduled in the same week, Dr. 
Adrian will not charge the card a second time. 

I understand that my credit card information will be securely stored by Dr. Adrian, but that this 
information will not be electronically stored in her computer or by the merchant services 
company that processes payments.  

I understand that if a charge back fee is incurred or a retrieval fee is incurred I am responsible for 
these fees. 

I agree that if I have any concerns or questions regarding charges to my account, or if the charge 
fails to post to my account, I will contact Dr. Adrian for assistance and/or disclosure. I agree that 
I will not dispute any charges with my credit card company unless I have already attempted to 
rectify the situation directly with Dr. Adrian.  

Initial______
If I am assuming session payment responsibility for someone other than myself, I understand that 



I am not entitled to information about confidential therapy or evaluation sessions provided by Dr. 
Adrian without a separate release of information from the patient. 

This authorization will continue until Dr. Adrian is notified that no further charges will be paid 
on the card, other than charges already accrued for services rendered. 

I understand and agree to the conditions of this payment policy stated above: 

Date: ___________________________________________________________

Signature:________________________________________________________ 

Cardholder Name [print]:___________________________________________

Relationship to client:______________________________________________ 

Card Type:    Mastercard_____       Visa_____

Card Number:______________________________________

Expiration Date: ____________________________________

CSC or CCV #:____________________________________________


